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DETERMINANTS OF AVOIDABLE EMERGENCY DEPARTMENT USE 
AT AN URBAN, SAFETY-NET HOSPITAL 
RYAN GRAHAM SEIBERT 
 
ABSTRACT 
 
Nearly a third of all emergency department (ED) visits are for non-emergent 
conditions. Several factors contribute to non-emergent ED use, though the 
relative importance of these factors and how non-emergent ED users differ from 
those seeking similar care in primary care (PC) settings are less clear. Surveys 
were administered to adult, English-speaking, primary care patients seeking 
same-day, non-emergent care in the ED and PC clinic at an urban, safety-net 
hospital during normal clinic hours. ED patients were eligible if they had a 
primary care physician (PCP) located at the hospital and thus the ability to seek 
same-day care in the PC clinic. Surveys assessed sociodemographics and six 
major care-seeking factors (perceived urgency, cost, convenience, beliefs about 
alternative sites, access, and referral). Patient characteristics were compared 
between sites using t-tests and Fisher’s exact test, and multivariable logistic 
regression identified predictors of ED use. Compared to PC patients (n=61), ED 
patients (n=59) were significantly more likely to be male, middle-aged, homeless, 
Medicaid-insured, and unmarried with a trend toward being non-White and less 
educated. ED patients were significantly more likely to perceive the cost of an ED 
and PC visit to be the same/free (69.1% vs. 37.1%; p<0.01) and to believe the 
ED would provide higher quality care (24.6% vs. 3.6%; p<0.001). PC patients 
	  vii 
were more likely to consider their doctor’s office as their usual source of care 
(83.1% vs. 37.9%; p<0.0001) and believe it is easy to make PCP appointments 
on short notice (74.5% vs. 54.2%; p=0.04). In the adjusted model, patients whose 
usual source of care was not the doctor’s office had the highest odds of non-
emergent ED use (aOR 4.25, 95% CI 1.28–15.20), and patients reporting ease of 
scheduling PCP appointments on short notice had significantly lower odds of ED 
use (aOR 0.19, 95% CI 0.04–0.67). Non-emergent patients in the ED and 
primary care clinic differed by sociodemographics, usual source of care, and 
perceptions of cost, care quality, and ease of scheduling appointments. 
Opportunities exist to reduce unnecessary ED use in similar populations by 
promoting the primary care clinic as a routine and easily accessible source of 
high-quality care. 
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1. INTRODUCTION 
Healthcare spending in the U.S. reached $3.2 trillion in 2015, representing 17.8% 
of gross domestic product (Martin, Hartman, Washington, Catlin, & National 
Health Expenditure Accounts Team, 2017). Emergency department (ED) visits 
have also risen with a 23% increase from 1997 to 2007, double the rate of 
population growth (Tang, Stein, Hsia, Maselli, & Gonzales, 2010). In 2014, nearly 
one in five adults visited the emergency department at least once, and Medicaid 
patients were twice as likely to have an ED visit in the past year compared to 
those with private or no insurance (Gindi, Black, & Cohen, 2016). The excess 
cost of non-emergent, avoidable ED use has been an ongoing target for cost 
containment by insurance companies and the Centers for Medicare and Medicaid 
Services (Centers for Medicare and Medicaid Services, 2014). It is estimated that 
roughly 30% of ED visits are for non-urgent conditions (Uscher-Pines, Pines, 
Kellermann, Gillen, & Mehrotra, 2013), representing a potential cost-savings of 
$4.4 billion annually if these visits had taken place at an urgent care center or 
retail clinic (Weinick, Burns, & Mehrotra, 2010). In addition to cost implications, 
increasing ED visits can lead to ED over-crowding, longer wait times, and may 
disrupt continuity of care with one’s primary care physician (PCP). Patients 
admitted to the hospital during times of high ED volume have been shown to 
have a 5% increased odds of inpatient death, longer hospital stays, and 
increased costs per admission (Sun et al., 2013). Continued inundation of an 
already insufficient primary care infrastructure has the potential to shift the 
	   2 
healthcare access burden to EDs affecting cost, quality, and health outcomes. 
For all of these reasons, identifying predictors of non-emergent ED use and 
characteristics of patients most likely to seek unnecessary ED care is an 
important and timely issue. 
 
2. BACKGROUND AND LITERATURE REVIEW 
Targeting and reducing high healthcare costs is increasingly important as states 
are forced to redirect constrained budgets away from essential programs such as 
education and into the healthcare sector. Addressing unnecessary and inefficient 
healthcare utilization, particularly the excess cost associated with non-emergent, 
avoidable ED care, has been a continued focus over the past decade. In 
Massachusetts alone, the Health Policy Commission in 2009 calculated there 
was $550 million in “wasteful spending” attributed to avoidable ED care for 
conditions that were either non-emergent, primary care treatable, or preventable 
given timely and effective primary care (Massachusetts Health Policy 
Commission, 2015). According to Blue Cross Blue Shield of Massachusetts 
Health Maintenance Organization 2007 data trended to Q3 2009, the average 
charge for an ED visit ranged from $580 to $700 compared to $130 to $180 for 
an office-based visit and included charges associated with physicians, facilities, 
and common tests (Massachusetts Health Policy Commission, 2015). 
Additionally, the median ED charge among a national sample of adults 
presenting between 2006 and 2008 with the ten most common outpatient 
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conditions was $1233, 40% higher than the average American monthly rent 
(Caldwell, Srebotnjak, Wang, & Hsia, 2013). Over half of overall hospital costs 
are labor-related, which may explain some of the excess charge associated with 
ED care (Wilson & Cutler, 2014), where staffing is required 24 hours a day, 
seven days a week. As insurers increasingly rely on cost-sharing, higher ED 
charges translate to increasing deductibles, rising co-payments, and a greater 
financial burden to the patient and health system (Caldwell et al., 2013). 
 
Cost is only one of several concerns related to unnecessary ED care. Inundation 
of an insufficient U.S. primary care workforce has significant implications on the 
use of EDs as alternative care sites. EDs are staffed with highly skilled 
physicians and nurses and are equipped with state of the art diagnostic 
equipment to help manage life-threatening, emergent conditions. The ED model 
of care is not intended for the delivery of low-acuity, non-emergent care, 
preventive care, or coordinated chronic disease management, all of which are 
hallmarks of high-quality primary care. In a primary care setting, a PCP and other 
primary care team members can follow up on symptoms with repeat visits, 
manage chronic conditions longitudinally, and may have a better understanding 
of the psychosocial context of one’s disease due to continuity of care. When 
patients seek unnecessary, low-acuity care in the ED rather than with their PCP, 
continuity is compromised and care becomes fragmented. Fragmented care can 
lead to repeat diagnostic testing, incomplete evaluations, missed follow-up 
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appointments, and may lead to exacerbations of chronic conditions. Given the 
significance of non-emergent ED use on the U.S. healthcare system and the 
multitude of potential contributing factors, a thorough analysis using a robust 
conceptual framework is needed to fully understand why patients seek 
unnecessary, high-cost care and to create evidence-based solutions to promote 
the delivery of high-quality, site-appropriate care. The following review will take a 
comprehensive, empirical evaluation of the contributing factors to avoidable ED 
use and identify an important knowledge gap within this topic for which the 
proposed study aims to address.  
 
Before proceeding further, it is essential to establish a clear definition of 
“avoidable” ED use. One of the major difficulties and limitations in accurately 
assessing the burden and impact of avoidable ED use is the challenge of 
defining “avoidable.”  One of the most commonly used methods to classify ED 
care is the New York University emergency department visit severity algorithm, 
also known as the “Billings Algorithm” named after one of its creators, John 
Billings (Billings, Parikh, & Mijanovich, 2000; NYU Wagner Graduate School of 
Public Service, 2017). Billings and colleagues in collaboration with a panel of ED 
physicians and PCPs developed the algorithm using a sample of almost 6,000 
full ED records between 1994 and 1999 (Billings et al., 2000; NYU Wagner 
Graduate School of Public Service, 2017). Using the initial presenting complaint, 
presenting symptoms, vital signs, medical history, age, sex, procedures 
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performed, resources used in the ED, and diagnoses, the visit was classified into 
one of the following categories (Billings et al., 2000; NYU Wagner Graduate 
School of Public Service, 2017): 
  
 1) Non-Emergent – immediate medical care not required within 12 hours 
2) Emergent/Primary Care Treatable – treatment was required within 12 
hours, but care could have been provided effectively and safely in a 
primary care setting. 
3) Emergent (ED Care Needed) – Preventable/Avoidable – ED care 
required, but the emergent nature of the condition was potentially 
avoidable if timely and effective ambulatory care had been received during 
the episode of illness (e.g. asthma flare, heart failure exacerbation).  
4) Emergent (ED Care Needed) – Not Preventable/Avoidable – ED 
care was required and ambulatory care treatment could not have 
prevented the condition (e.g. trauma, appendicitis) 
 
Because complete medical records are not always available in claims data or ED 
electronic medical records, Billings et al. (2000) linked the collective ED visit 
information described above to the final discharge diagnosis (ICD-9 codes) and 
then could calculate the probability that a discharge diagnosis fell into one of the 
above categories. While the algorithm is useful in identifying primary care access 
issues within a local community and studying healthcare efficiency, Billings 
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stressed “the algorithm is not intended as a triage tool or a mechanism to 
determine whether ED use is appropriate for required reimbursement by a 
managed care plan (Billings et al., 2000).” The visit categories are classified on 
probabilities reflecting the inherent variability and uncertainty of presenting 
complaints. Attempts to formally validate the algorithm have been mixed (Ballard 
et al., 2010; Raven, Lowe, Maselli, & Hsia, 2013). Ballard et al. (2010) analyzed 
the algorithm using a mix of over 2.5 million Medicare and commercially-insured 
patients and found ED visits categorized as emergent (categories 3 and 4) had 
significantly higher odds of hospitalization within 1 day and death within 30 days 
of the ED visit compared to non-emergent visits (categories 1 and 2). 
Alternatively, Raven et al. (2013) described significant discordance between 
presenting complaint and final ED discharge diagnosis. Nearly 25% of ED visits 
with chief complaints the same as visits categorized as having primary care 
treatable discharge diagnoses (categories 1 and 2) per the Billings algorithm 
required either emergency care or hospital admission, suggesting the algorithm 
is unable to accurately identify non-emergent ED visits (Raven et al., 2013). 
Despite these limitations and the specific caution raised by Billings himself, 
policymakers in several states have attempted to use the NYU ED algorithm to 
justify limiting payment or increasing copayments for non-emergency ED visits by 
Medicaid enrollees based on the discharge diagnosis (Raven et al., 2013). 
 
The NYU ED algorithm and several modified forms are widely used in health 
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services research to explore ED utilization, though other criteria have been 
applied to define “avoidable” or “non-urgent” ED visits. Some of these include 
hospital admission, diagnoses, vital signs, complaint, method of ED arrival (e.g. 
ambulance vs. non-ambulance), tests ordered, triage evaluation, and a patient’s 
ability to wait for evaluation of care (Uscher-Pines et al., 2013). Further 
complicating a clear and accurate definition is the variety of terms used 
throughout the literature to capture ED visits that could have been cared for at 
alternative sites. Among these are “non-urgent,” “inappropriate,” “avoidable,” 
“non-emergent,” and “minor illness visit” (Uscher-Pines et al., 2013). To maintain 
consistency and clarity, the term “non-emergent” will be used in the remainder of 
this discussion and will refer to categories 1 and 2 of the NYU ED classification 
system outlined above. These two categories illustrate conditions that can be 
safely managed in primary care settings with lower risk of both hospitalization 
and 30-day mortality (Ballard et al., 2010). If targeted appropriately, these visits 
could be diverted away from high-cost, unnecessary ED care in favor of more 
efficient healthcare settings. Category 3, also known as “ambulatory care 
sensitive conditions,” has been used as a marker for primary care access 
(Ansari, Laditka, & Laditka, 2006), however, there is less opportunity to intervene 
on these conditions at the time of symptom onset to influence a patient’s care-
seeking behavior because the condition has already escalated to requiring 
emergency services. After establishing a clear case-definition of non-emergent 
ED use, a comprehensive exploration of this health services problem will proceed 
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using a robust conceptual framework.  
 
As Lowe and Schull (2011) outlined in their paper, “On Easy Solutions,” 
optimizing ED utilization is far from simple. Quoting H.L. Mencken (1949), they 
proposed, “there is always an easy solution to every human problem – neat, 
plausible, and wrong” (Lowe & Schull, 2011). Using an empirically-derived 
conceptual framework can help us understand and appreciate the complexity of 
non-emergent ED use, while facilitating the creation of “not-so-easy,” evidence-
based interventions. The conceptual model shown in Figure 1, which was 
adopted from Uscher-Pines et al. (2013) and their systematic review of 26 
studies of non-emergent ED use published between 1990 and 2010, provides an 
excellent platform to frame the discussion. The model illustrates a patient’s care-
seeking pathway from symptom onset to evaluation by a healthcare provider in 
various care sites and describes both “Direct” and “Associated” Factors. Direct 
Factors (red boxes) were found to be independent predictors of non-emergent 
ED use, while Associated Factors (blue boxes) may influence ED use indirectly 
through one of the Direct Factors (Uscher-Pines et al., 2013). The Associated 
Factors have many characteristics in common with Andersen’s model of 
healthcare access: predisposing factors, enabling factors, and perceived need 
(Andersen, 1995). Specifically, predisposing characteristics such as 
demographics, elements of the social structure, culture, health beliefs, and 
knowledge are all integrated within the Uscher-Pines model. Enabling factors 
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include income, health insurance, and health status, while previous healthcare 
experiences, health beliefs, and education can influence perceived need. 
Ultimately, these Associated Factors act through one or more of the six Direct 
Factors to determine the choice of care site. Options for care include ignoring the 
symptom (i.e. take no action), self-medicating, or seeking care with one’s primary 
care provider, the ED, or an alternative site such as an urgent care center or 
retail clinic. If initially evaluated at an alternative care site, such as a primary care 
clinic, patients could subsequently be redirected or advised to go to the ED. A 
detailed review of these six Direct Factors will help elucidate barriers to 
optimizing ED utilization, identify knowledge gaps in understanding contributors 
of non-emergent ED use, and guide innovative solutions aimed at reducing non-
emergent ED visits.  
 
Perceived Urgency 
The first Direct Factor, perceived urgency, involves a patient’s recognition of the 
severity or urgency of their illness. In order for someone to choose an 
appropriate and safe care site, they must be able to determine if their condition 
requires immediate attention. In a study of nearly 300 non-emergent ED users, 
73% reported that urgency was the main reason for choosing the ED 
(Northington, Brice, & Zou, 2005). Unfortunately, while studies have shown that 
perceived urgency is a key factor among ED users subsequently evaluated to 
have non-emergent conditions, few studies have examined whether those who 
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seek care at alternative sites, such as the primary care office or urgent care 
center, have similar perceptions of illness severity (Uscher-Pines et al., 2013). 
Perceived urgency can be affected by predisposing associated factors such as 
health knowledge and education, personality, cultural norms, pain tolerance, and 
general health status. Zuckerman and Shen (2004) found that people in fair or 
poor health were 3.64 times more likely to be frequent ED users compared to 
non-users in a nationally representative sample. When non-emergent ED use is 
the result of an over-estimation of one’s illness severity, perceived need does not 
match subsequent evaluated need assessed by a trained ED physician. Before 
contacting a health professional, patients may consult with family, friends, or 
web-based resources to help make an informed decision about the acuity of their 
symptoms and guidance on where to seek care; however, even with these 
resources, it can be difficult to assess illness severity prior to an in-person clinical 
evaluation.  
 
Several interventions are in place to help guide patients to the medical setting 
best suited for their symptom urgency and needs in hopes of diverting non-
emergent care away from high-cost EDs. Many physician offices and insurance 
companies use telephone advice lines, often staffed by registered nurses or 
administrative staff using triage algorithms, to elicit symptom information from the 
patient and provide advice on where to seek care based on the urgency of their 
condition. A study examining the medical appropriateness of over 130 ED visits 
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referred from a pediatric hospital-based telephone triage program showed that 
phone-triaged visits had a 33% higher rate of appropriateness compared to 
controls based on a blinded panel review by three pediatric ED physicians 
(Barber, King, Monroe, & Nichols, 2000). Internet and mobile-based triage 
applications are also being increasingly used. Over a third of U.S. adults 
regularly use the internet to self-diagnose both urgent and non-emergent 
symptoms (Semigran, Linder, Gidengil, & Mehrotra, 2015). Although the goal of 
these web-based services is to safely triage non-emergent cases to more 
appropriate care sites, the accuracy of these tools is questionable. A study by 
Semigran et al. (2015) evaluated the accuracy of twenty-three online triage tools 
that use computer algorithms to help patients self-triage or self-diagnose. The 
authors used standardized clinical vignettes categorized as either emergent, non-
emergent, or self-care sufficient and showed that appropriate triage advice was 
given in only 80% of emergent cases and 55% of non-emergent cases (Semigran 
et al., 2015). A consequence of inaccurate triage from these tools is delayed care 
for time-sensitive, emergent conditions, or alternatively recommending 
unnecessary emergent care when either self-treatment or non-urgent ambulatory 
care is appropriate. While one’s perception of illness severity is a significant 
determinant of care site choice, other factors must also be considered as 
potential determinants of non-emergent ED use.  
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Beliefs/Knowledge about Alternatives 
The second Direct Factor refers to one’s belief and knowledge about alternative 
care sites. Beliefs, whether positive or negative, can directly impact where a 
patient seeks care. Sarver, Cydulka, and Baker (2002) found that patients who 
were unsatisfied with their usual source of care were more likely to have a non-
emergent ED visit. Additionally, beliefs about ED care may differ between 
socioeconomic groups. A qualitative study of forty urban, low socioeconomic 
patients revealed they believed hospital care to be cheaper, more accessible, 
and higher quality compared to ambulatory care (Kangovi et al., 2013). Improved 
quality of ambulatory care could promote more positive beliefs about primary 
care services, increase its use, and thus reduce non-emergent ED care costs 
(Xin, Kilgore, Sen, & Blackburn, 2015). Not knowing that other care options are 
available can also influence the decision to visit the ED. Out of the 279 non-
emergent ED users surveyed by Northington et al. (2005), 66% said that the ED 
was the only place they knew to go for their problem. Educating patients on 
available care site options, perhaps through telephone triage programs, during 
primary care appointments, or at ED discharge, could prove beneficial.  
 
Access/Availability 
Once symptom urgency is assessed and available care options are considered, 
alternative care sites must be accessible and readily available, representing the 
third Direct Factor. Lack of access to primary care is one of the major barriers to 
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finding timely care outside of the ED (Uscher-Pines et al., 2013), and it may be 
the most difficult problem to solve. The first issue to consider is the imbalance 
between the primary care workforce supply and demand. By 2020, there will be a 
projected shortage of 20,400 primary care physicians (Health Resources and 
Services Administration Bureau of Health Professions, 2013). Fewer providers 
and an increasing demand for services means fewer appointments available and 
a greater reliance on the ED to address overflow. In a study of 130 primary care 
service areas serving Medicaid beneficiaries, those with capacity one to two 
times the assessed need had 0.12 fewer ED visits per person per year (Lowe et 
al., 2009). Another study using the 2011 National Health Interview Survey 
revealed that about 80% of adults had visited the ED due to lack of access to 
other providers (Gindi, Cohen, & Kirzinger, 2012). In a study of 2,711 non-
emergent ED visits made by urban Medicaid beneficiaries, over half of 
participants reported inadequate access to care as their main reason for visiting 
the ED (Wang, Tchopev, Kuntz-Melcavage, Hawkins, & Richardson, 2015). 
 
Several interventions have been developed to help improve the primary care 
workforce. Under the 2010 Affordable Care Act (ACA), there were investments of 
$230 million over five years to train medical residents in community-based 
settings to promote primary care careers, and $1.5 billion in the National Health 
Service Corps Scholarship and Loan Repayment programs, which encourages 
primary care providers to work in underserved areas (Health Resources and 
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Services Administration Bureau of Health Professions, 2013). There is also 
increasing utilization of non-physician primary care providers such as nurse 
practitioners (NPs) to further improve the supply side. By 2020, the supply of NPs 
is projected to increase by 30% and offset a portion of the physician shortage 
(Health Resources and Services Administration Bureau of Health Professions, 
2013). More research is needed into the implications of this transformed 
workforce on ED utilization and patient outcomes, although Lowe et al. (2005) 
found an increase in ED use among Medicaid patients of primary care practices 
that incorporated NPs and physician assistants (PAs). 
 
Another method used to improve primary care supply and access to care, 
thereby reducing ED visits, is to increase non-ED same-day care sites, such as 
urgent care centers, retail clinics, telemedicine, and mobile medical units. The 
benefits of these alternative sites is that they can deliver lower cost care while 
providing a more convenient option with flexible hours, shorter wait times, and 
convenient locations. Retail clinics are often located within retail stores and 
staffed by NPs and PAs. Approximately 29% of the U.S. population lives within 
ten minutes of a retail clinic (Weinick et al., 2010), though stores with retail clinics 
are more likely to be located in affluent neighborhoods and less likely within 
medically underserved areas (Pollack & Armstrong, 2009). Urgent care centers 
are more often staffed by physicians, offer extended hours, and typically have 
on-site x-rays and laboratory testing (Weinick et al., 2010). While retail clinics 
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and urgent care centers may provide improved access to care and be sufficiently 
equipped to manage many of the common non-emergent conditions evaluated in 
the ED, the difference in care quality is less established. Mehrotra et al. (2009) 
evaluated the cost and quality of care for three common non-emergent conditions 
(otitis media, pharyngitis, and urinary tract infections) between retail clinics, 
urgent care clinics, physician clinics, and the ED. The authors found that retail 
clinics offered significantly lower cost care per episode (as measured by the sum 
of the health plan reimbursement plus patient copayments) compared to all other 
sites and had similar aggregate quality scores (Mehrotra et al., 2009). While 
these results are encouraging, the study population was limited to privately-
insured, higher income residents of Minnesota with few comorbidities; therefore, 
more studies are needed to confirm the generalizability of these findings to 
patients of varying sociodemographics and medical complexity to better assess 
the quality of these alternative care sites. Martsolf et al. (2017) investigated 
whether the opening of retail clinics within ten minutes of over 2,000 EDs 
between 2007 and 2012 was associated with a decline in low acuity ED visits 
and found no significant reduction. While retail clinics may help address patient 
demand for same-day services, there is no conclusive evidence that this will 
substitute for non-emergent ED care, but rather may lead to an increase in “new 
use” visits; visits made due to the increased convenience of the retail clinic and a 
reduction in the threshold for seeking care (Martsolf et al., 2017; Pines, 2017). 
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Mobile medical clinics can also potentially reduce non-emergent ED visits, 
especially among lower-income patients with transportation and access barriers. 
Instead of forcing patients in underserved communities to seek care, the clinic 
can go directly to the patient. Song, Hill, Bennet, Vavasis, and Oriol (2013) 
studied the impact of an urban mobile health clinic in Massachusetts using 
records from over 10,500 patient visits and found that 27% of patients indicated 
they would have gone to an ED if the mobile clinic had not been available. Based 
on the average charge for an avoidable or preventable ED visit in Massachusetts 
of $474 as calculated by the Massachusetts Division of Health Care Finance and 
Policy, the authors estimated a cost savings of about $1.4 million from avoided 
ED visits, and with an estimated 2,000 mobile clinics operating nationwide 
receiving 6.5 million patient visits per year, the cost-saving implications are even 
more significant (Song et al., 2013). 
 
In addition to a shortage in the primary care supply, a second major access issue 
is limited office hours during nights and weekends. EDs are open 24 hours a day, 
including weekends, and under the Emergency Medical Treatment and Active 
Labor Act, ED physicians must provide an appropriate medical screening exam 
to anyone presenting for evaluation, regardless of their ability to pay (Zibulewsky, 
2001). This creates an attractive option for individuals unable to see their PCP 
outside of normal business hours. Results from the 2011 National Health 
Interview Survey examining the most common reasons for the last ED visit 
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revealed that nearly half were because the doctor’s office was closed (Gindi et 
al., 2012). Limited hours also means that patients may need to take off work or 
arrange childcare to accommodate a primary care office visit, further 
complicating access. In an effort to address these concerns, many clinics are 
expanding office hours to include evening and weekend appointments. Lowe et 
al. (2005) found that patients of primary care practices with over 12 evening 
hours per week used the ED 20% less than patients from practices without 
evening hours. Unfortunately, expanding business hours without addressing 
other contributing factors to non-emergent ED use is likely insufficient. Lasser, 
Kronman, Cabral, and Samet (2012) showed that nearly half of all ED visits over 
the year-long study period at an urban, safety-net hospital occurred on weekdays 
when the hospital’s primary care practices were open and most visits were for 
low-severity conditions suggesting that other factors besides access were likely 
contributing among this patient population. 
 
A third issue affecting primary care access relates to transportation barriers and 
the proximity of clinics to the care seeker. In a study of pediatric Medicaid 
patients, children who lived over 1.19 miles from the nearest ED had 11% lower 
ED use compared to those living within 0.5 miles, and children living between 
1.54 and 3.13 miles from their PCP had 13% greater ED use than those within 
0.7 miles (Ludwick, Fu, Warden, & Lowe, 2009). This supports the idea that 
geographic barriers play an important role in where care is sought and suggests 
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that patients will tend to gravitate toward the closest care setting. These findings 
are consistent with a study of ED use among adult Medicaid patients in various 
primary care service areas, which showed that primary care areas with the 
nearest hospital greater than a 30 minute drive away had 0.26 fewer ED visits 
per person per year compared to service areas with hospitals within ten minutes 
(Lowe et al., 2009). The use of ambulances among patients seeking ED care for 
non-emergent conditions may also have negative consequence, such as fewer 
emergency medical services available for patients with life-threatening conditions 
(Meisel et al., 2011). Medicaid and uninsured patients were found to have over 
60% higher adjusted odds of ambulance use compared to privately-insured 
patients for low-acuity conditions that did not result in hospital admission (Meisel 
et al., 2011). Using mobile medical units, subsidized taxi vouchers, and building 
urgent care centers and retail clinics near public transportation are all potential 
solutions to bring primary care and non-ED services closer to patients. Uber, the 
innovative web-based ride-share and taxi company, started “Uber Health” to 
provide on-demand, home-delivered flu shots during influenza season (Verena, 
2015). Another innovative approach to help patients overcome transportation and 
primary care access issues is the use of social workers as navigators. A pilot 
program at Aurora Sinai Medical Center in Milwaukee has targeted frequent ED 
users who visited the ED at least five times in four months and matched them 
with an ED social worker to help reduce non-emergent ED visits (Kodjak, 2015). 
The 313 “frequent fliers” accounted for over 1,800 ED visits during a four-month 
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period. Thirty-nine of these 313 were selected and matched with a social worker 
who helped arrange transportation and secure childcare for the selected patients 
to make their first primary care appointment after ED discharge and then would 
provide additional assistance to ensure they made at least two follow-up 
appointments. Over the first four months of the program, ED visits fell by 68% 
and cost was reduced nearly $1.1 million (Kodjak, 2015). This demonstrates an 
important intervention that incorporates several different Direct Factors into a 
single service. Community Health Workers (CHW) have played a similar role in 
the CareOregon program to help Oregon Medicaid patients secure housing, food, 
and transportation (Livingston, 2017). By addressing these social determinants of 
health and providing a support system, the program estimates an annual savings 
of $1.65 million from avoided ED visits and hospitalizations (Livingston, 2017). 
Social workers and CHWs can educate patients on lower cost alternative care 
sites, facilitate access, and improve convenience. 
 
Convenience 
Convenience refers to the ease in which patients can seek and obtain care, and 
it incorporates many features of access, such as transportation, hours, and 
location of care sites (Uscher-Pines et al., 2013). An observational study of over 
300 urban ED patients presenting on weekdays during normal business hours 
with “minor illnesses” found that the most commonly reported reason for visiting 
the ED was because it was “easier or quicker to use emergency facilities” 
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(Shesser, Kirsch, Smith, & Hirsch, 1991). Similarly, among nearly 500 non-
emergent ED patients in Australia, the most commonly reported reason for 
choosing the ED was the convenience of having access to diagnostic testing and 
imaging (Unwin, Kinsman, & Rigby, 2016). This idea of “one-stop shopping” adds 
to the appeal of the ED for those seeking a comprehensive evaluation in as short 
of time as possible. Despite the belief of increased convenience, long waiting 
times may deter some from using the ED for non-emergent conditions in favor of 
quicker same-day options such as retail clinics or urgent care centers (Weinick et 
al., 2010). To emphasize the added convenience of these alternative care sites, 
several mobile phone and web-based applications provide users with real-time 
waiting times for the nearest ED and urgent care centers to help determine the 
fastest option.  
 
Cost 
The fifth Direct Factor is cost incurred by the patient (Uscher-Pines et al., 2013). 
This factor has been a major focus of recent research on ED utilization, 
especially following the passage of Massachusetts’ health reform in 2006, 
Oregon Medicaid expansion in 2008, and the passage of the ACA in 2010. As 
more individuals received insurance coverage through these legislative acts, 
there was concern about the impact on health service utilization, specifically the 
effect on primary care access and emergency department use. Unfortunately, the 
research on this topic has shown mixed results. From one perspective, 
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increasing insurance coverage may facilitate increased use of primary care 
services and overwhelm the primary care infrastructure leading to an increased 
reliance on the ED as a source of care. This would potentially increase non-
emergent ED use. Alternatively, enrollment in high deductible insurance plans 
with low monthly premiums may decrease ED visits due to increased cost-
sharing and higher out-of-pocket costs, while potentially having unwanted health 
consequences as a result of delayed or avoidance of necessary care (Wharam et 
al., 2007). Despite a commonly held belief that over-utilizers of the ED are often 
uninsured patients without an established primary care physician, several studies 
have shown that the insured, and most often Medicaid patients, make up a larger 
proportion of ED users (Massachusetts Health Policy Commission, 2015; Weisz, 
Gusmano, Wong, & Trombley, 2015; Zuckerman & Shen, 2004). The reason for 
this observation is not fully clear, though Hefner, Wexler, and McAlearney (2015) 
showed that the reported barriers to primary care access differed by insurance 
status with the insured reporting more infrastructure barriers (e.g. waiting times, 
clinic hours), and the uninsured were more affected by insurance status, 
transportation and income barriers. 
 
Exploring the effects of Massachusetts’ health reform on ED utilization further 
complicates the contributing role of cost and insurance coverage. In 2006, 
Massachusetts enacted legislation through individual mandates, employer 
assessments, insurance markets, and publicly subsidized insurance programs to 
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increase health insurance coverage across the state (Smulowitz et al., 2011). 
Over the following two years, 439,000 individuals gained coverage, decreasing 
the percentage uninsured from 10% to 2.6% (Smulowitz et al., 2011). Smulowitz 
et al. (2011) investigated the effects of this coverage increase on ED use for low-
severity conditions. The authors found that among 11 Massachusetts hospitals 
studied over a nine-month period before and after implementation of health 
reform, total ED visits increased by almost 20,000, but there was a small, yet 
significant, decrease in the number of visits for low-severity conditions 
(Smulowitz et al., 2011). Publicly subsidized and previously uninsured adults had 
a decrease of 2.6%, and privately-insured and Medicare patients only had a 
0.8% decrease (Smulowitz et al., 2011). Concerned that studies of ED use after 
this 2006 reform lacked a comparison group and could not ensure that the 
observed effects did not simply reflect regional trends, Chen, Scheffler, and 
Chandra (2011) investigated ED utilization post-reform using Vermont and New 
Hampshire as control states. Excluding patients over 65 years old who would 
have been eligible for Medicare and not had a change in insurance status, they 
found that Massachusetts’ reform did not change the trend in ED utilization 
compared to the other states that had not enacted reform (Chen et al., 2011). All 
states saw similar upward trends following the reform period, and there was also 
no significant difference between ED use within safety-net hospitals, which would 
have been disproportionately affected by the insurance expansion (Chen et al., 
2011). 
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Studies exploring the effects of Oregon Medicaid expansion in 2008 provide 
additional insight. Among 25,000 randomly selected lottery participants who had 
gained insurance coverage in 2008, ED use significantly increased over the 18-
month period following the lottery by 0.41 visits per person or 40% relative to 
adults in the control group who did not receive insurance (Taubman, Allen, 
Wright, Baicker, & Finkelstein, 2014). Visits increased for both emergent and 
non-emergent, primary care treatable conditions. A more recent study looking at 
the effects of the 2010 ACA on ED use among patients 19–25 years old in 
California, Florida, and New York who received expanded insurance coverage, 
showed a reduction in total ED visits compared to patients 26–31 years old 
(Hernandez-Boussard, Burns, Wang, Baker, & Goldstein, 2014). Few studies 
have yet to look at post-ACA ED use within other populations and states.  
 
Insurance coverage and out-of-pocket costs are just some of the financial factors 
that may influence non-emergent ED use. Lack of transparency to patient-
incurred ED costs makes it difficult for patients assessing care site options to 
make informed decisions. Insurance companies, such as United Healthcare, 
have included cost estimating tools on their websites to help patients make 
decisions about the most affordable care setting based on their individual 
insurance plan. On January 1, 2014, Massachusetts enacted regulations that 
require physicians and hospitals to provide the cost of procedures and services 
to patients when requested (Ritterband, 2014). Unfortunately, estimating cost is 
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not straightforward given the variations in charges between insurance plans, 
hospitals, labs, and region, although even rough estimates may help patients 
understand the financial consequences of choosing the ED over a cheaper 
alternative such as a primary care clinic or urgent care center when it is safe and 
reasonable. When primary care clinics are unavailable due to access issues, 
however, higher ED copays and out-of-pocket costs will disproportionately affect 
lower-income, underserved patients, and potentially lead to delayed care-seeking 
or avoidance of necessary care, further exacerbating health disparities. These 
are important considerations when insurance companies and legislators use 
cost-sharing as a deterrent for non-emergent ED use.  
 
Advice/Referral 
The last Direct Factor of the Uscher-Pines model is “advice or referral,” and 
refers to patients being directed to the ED by a healthcare provider. This can 
occur either before any formal evaluation, as part of the triage process, or 
following an initial evaluation in an urgent care center, retail clinic, or primary 
care office when ED services are subsequently deemed necessary. Much of the 
above discussion detailing determinants of care site have focused on patient-
centered beliefs, choices, and actions, though providers also play an important 
role in ED referrals (Uscher-Pines et al., 2013). Referral to the ED by a doctor or 
nurse was cited by 29% of almost 500 non-emergent ED patients in an Australia-
based study (Unwin et al., 2016). In a separate study, 15% of non-emergent 
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patients presenting to an urban ED during normal business hours were referred 
by a physician or employer (Shesser et al., 1991). It is possible that other non-
physician staff, such as front desk clerks and medical assistants, could also refer 
patients to the ED, though research on this specific topic and its prevalence in 
non-emergent ED use cannot be found.  
 
As illustrated, understanding the complex nature of non-emergent ED use 
requires a multi-dimensional, evidence-based conceptual framework to 
appreciate the balance of patient, provider, and health system factors influencing 
the choice of care site. A successful intervention to reduce non-emergent ED use 
will likely need to address the six Direct Factors while accounting for the various 
Associated Factors outlined in the model. Through this review of the literature, it 
is clear that different factors may play varying roles in different populations, and 
understanding the relative contribution and importance of each factor within 
these populations is key to creating high-value, population-specific interventions 
to reduce unnecessary ED use. Focusing research efforts on Medicaid-
predominant patient populations has potential for significant benefits given the 
increased likelihood of ED use reported among Medicaid patients and the 
relatively larger impact of out-of-pocket costs on lower-income individuals.  
 
This study aimed to explore predictors of non-emergent ED use and 
characteristics of these ED users within a Medicaid-predominant, diverse patient 
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population, while addressing several key deficiencies in the literature: 1) the 
reliance on mostly descriptive studies, 2) the lack of an appropriate comparison 
group (i.e. non-emergent patients seeking same-day care in the primary care 
clinic), and 3) the absence of a robust conceptual framework to ensure a 
comprehensive exploration of the factors influencing non-emergent ED use. Prior 
studies have mainly compared characteristics of non-emergent ED users to 
emergent ED users, an inherently different patient population with medical 
problems necessitating emergency care. Without also studying patients seeking 
non-emergency care in alternative care sites, such as primary care clinics, it is 
impossible to know which factors are unique or most important to patients 
seeking care in the ED for low-acuity conditions, and thus explain why they 
chose the ED over another less expensive, more appropriate healthcare setting. 
Additionally, utilizing multivariable logistic regression to account for differences in 
the Associated Factors will help elucidate the importance of each of the Direct 
Factors as predictors of non-emergent ED use and inform future interventions.  
 
To address this knowledge gap and achieve the study aims, we surveyed 
primary care patients at an urban, safety-net hospital presenting for same-day 
evaluation of non-emergent conditions at either the ED or hospital-based primary 
care clinic during normal business hours. Surveys assessed differences in 
patient characteristics and factors influencing their decision to seek care at the 
respective site, which were grounded in the conceptual model of ED use (Fig. 1).  
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3. CONCEPTUAL FRAMEWORK 
 
Figure 1. Conceptual Model of Emergency Department Use 
Conceptual model adopted from the systematic review of non-emergent ED use 
by Uscher-Pines et al. (2013). Six independent predictors of ED use (“Direct 
Factors”; red boxes) were identified as well as several “Associated Factors” (blue 
boxes) that contribute to patients’ decision to seek non-emergent ED care.  
ED, emergency department; PCP, primary care physician.  
 
 
 
 	    
Perceived 
Urgency 
Beliefs about 
Alternatives 
Convenience Access/ Availability 
Cost Advice/ Referral 
Socio-
demographics 
Social 
Support 
Health 
Status Personality 
Healthcare 
Experiences 
No action/
Self-treat 
Go to PCP 
Go to ED 
Urgent Care/
Retail Clinic 
Symptom 
Cultural 
Norms 
Direct Factors 
Associated Factors 
	   28 
4. RESEARCH QUESTIONS 
1. Which patient characteristics (Fig. 1, Associated Factors) differ between 
adult primary care patients seeking same-day, non-emergent care in the 
ED versus primary care clinic during normal clinic hours? 
– Hypothesis: We hypothesized that ED users will be predominantly 
Black, younger, male, and Medicaid-insured compared to adults 
visiting the primary care clinic based on the profiles of non-
emergent ED users described in the literature (Weisz et al., 2015). 
 
2. Which Direct Factors (Fig. 1; Direct Factors) are the most significant 
predictors of ED use among adult primary care patients seeking same-
day, non-emergent care during normal clinic hours? 
– Hypothesis: We hypothesized that 1) limited access/availability of 
primary care appointments, and 2) lower perceived quality of 
primary care will be the most important predictors of non-emergent 
ED use.  
 
5. METHODS 
Study Sample 
Boston Medical Center (BMC) is an urban, safety-net academic medical center 
serving a predominantly low-income, minority patient population with 72% 
coming from underserved backgrounds (Boston Medical Center, 2017). It is the 
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largest safety-net hospital and busiest provider of ED services in all of New 
England (Boston Medical Center, 2017). There were over 110,000 adult ED visits 
at BMC in 2015 with nearly one out of five of all visits considered non-emergent 
and roughly a quarter made by patients with BMC PCPs during normal clinic 
hours (Clinical Data Warehouse, Boston Medical Center). The BMC General 
Internal Medicine clinic is the hospital’s largest provider of adult primary care 
services with over 100,000 visits in 2015 and accommodated over 17,000 same-
day appointments (Clinical Data Warehouse, Boston Medical Center). The close 
proximity of the BMC primary care clinic and ED, located in adjacent buildings, 
and the ability of primary care patients to seek same-day non-emergent care in 
either location, provides a unique opportunity to study non-emergent ED use.  
 
Patients were screened for eligibility in the waiting rooms of the General Internal 
Medicine/primary care clinic (n=77) and urgent care section of the ED (n=259) 
between January 2017 and April 2017 on varying weekdays during normal 
primary care office hours, 8am to 5pm. Adults over 18 years old presenting with a 
non-emergent condition were eligible. In the primary care clinic, only patients 
scheduled for a same-day appointment and thus deemed non-emergent by the 
triage nurse were eligible. In the ED, a triage nurse assessed patients during the 
normal ED intake process and assigned an emergency severity index (ESI), 
which stratifies patients based on severity from 1 (most urgent) to 5 (least urgent) 
(Gilboy, Tanabe, Travers, & Rosenau, 2011). Only patients classified as ESI 4 or 
	   30 
5, indicating non-emergent status, were eligible, and these patients were 
subsequently sent to the urgent care section of the ED where the research 
assistant screened for the remaining eligibility criteria. ED patients self-reporting 
a BMC PCP were eligible, and those without a PCP (n=33) or with a non-BMC 
PCP (n=69) were excluded, as these patients would not have had the ability to 
seek same-day care in the BMC primary care clinic. Patients who were not 
comfortable completing a written survey in English (primary care=7; ED=31) or 
previously completed a survey at a prior visit (primary care=1; ED=1) were also 
excluded. Paper surveys were then provided to eligible patients for self-
completion prior to seeing the clinician. Among the 77 screened in the primary 
care clinic, 63 were eligible, 6 declined, and 61 completed the survey for a 
completion rate of 96.8% (61/63). Among the 259 screened in the ED, 62 were 
eligible, 63 declined, and 59 completed the survey for a completion rate of 95.2% 
(59/62). This yielded a final sample size of 120 adults (primary care=61; ED=59). 
A written consent was provided with each survey, and the study received 
exemption by the Boston Medical Center Institutional Review Board.  
 
Measures 
Survey Instrument 
The survey instruments included 33 and 34 items in the primary care and ED 
versions, respectively, with an average completion time of 8–12 minutes. 
Questions assessed the various Direct and Associated Factors shown in Fig. 1 
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and were adopted from other validated survey instruments, such as the National 
Health Interview Survey, when possible or other studies on non-emergent ED 
use to facilitate comparisons. Copies of the ED and primary care surveys are 
available for reference in the Appendix.  
 
Independent Variables 
The main independent variables were based on the six Direct Factors (Fig. 1): 
perceived urgency/severity, convenience, cost, beliefs about alternative care 
sites, access, and advice/referral. Each of these factors was assessed through 
one or more questions in the survey, which can be found in the Appendix. 
Perceived urgency was assessed using a continuous scale, while items related 
to convenience, access, and beliefs about alternative sites (importance of PCP 
continuity, satisfaction with one’s PCP, perceived ability to treat their condition at 
the alternative site) contained response options using Likert scales. Within the 
assessment of alternative site beliefs, patients were also asked to select the site 
of higher quality care (ED, primary care clinic, or both same) and their usual 
source of care. For cost, patients selected the site of higher anticipated out-of-
pocket costs for their presenting problem and options included the ED, primary 
care clinic, both free, or both the same/not free. Lastly, patients were asked if 
they were advised to go to their respective site by a medical professional. 
Additional access-related questions were included in the ED survey and 
evaluated whether the patient was aware that same-day appointments were 
	   32 
offered by their primary care clinic, whether they attempted to make a primary 
care appointment prior to coming to the ED, and the reason they were unable to 
make the appointment. In addition to assessing the importance of the Direct 
Factors, patients were asked to select the single, most important reason for 
seeking care at the chosen location based on a list of options related to the six 
Direct Factors. Specific wording of survey questions can be found in the 
Appendix.  
 
Dependent Variable 
The dependent outcome variable was the chosen site of care (i.e. ED or primary 
care clinic) where the survey was administered.  
 
Covariates and Potential Confounders 
Covariates were chosen based on the Associated Factors and included 
sociodemographics, general health status, number of self-reported comorbidities, 
and previous healthcare experiences, such as recent hospitalizations and 
number of primary care and ED visits in the past year. Presenting complaint was 
free texted into the survey to permit a full range of responses and then 
condensed into major categories during the analysis phase based on the 
emergence of commonly reported problems. Resources used in deciding to seek 
care (e.g. friends/family, internet, or professional advice) were also assessed to 
help differentiate important patient characteristics at the two sites.  
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Statistical Analysis 
Patient characteristics at each site were examined using descriptive statistics 
and compared between sites using Fisher’s exact tests. Survey items 
corresponding to the six Direct Factors were calculated as response frequencies 
and percentages for categorical variables and mean and standard deviations for 
the continuous “urgency” variable. These items were compared between sites 
using Fisher’s exact tests and t-tests for categorical and continuous variables, 
respectively. Response options based on Likert scales were dichotomized a 
priori to improve interpretability when comparing responses between sites. Usual 
source of care was recoded as doctor’s office versus not doctor’s office to better 
understand the role of the PCP as a usual care source. Multivariable logistic 
regression was used to identify the importance of each Direct Factor in predicting 
non-emergent ED use. The regression model included independent variables for 
each of the six Direct Factors. For Direct Factors with more than one survey item, 
the most significant items in the bivariate analyses were included. For “beliefs 
about alternatives,” this comprised usual care source and site of higher quality 
care, and ED convenience was included as the “convenience” variable. Due to 
sample size restrictions and to produce the most parsimonious model, only the 
two most significant Associated Factors in the bivariate analyses were included 
in the regression model as covariates, which were gender and insurance status. 
Income was also a significant variable, though due to the high degree of 
missingness, was omitted from the model. Both unadjusted and adjusted odd 
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ratios were calculated and are presented in the Results section. Responses 
coded as “refused” or “did not answer” were excluded. All analyses were 
conducted in R, version 3.2.1. 
 
6. RESULTS 
Patient Characteristics 
Patient characteristics for each site, representing the Associated Factors, are 
shown in Table 1. Compared to patients in the primary care clinic, ED patients 
were significantly more likely to be male, middle-aged, homeless, Medicaid-
insured, unmarried, and have lower income. There was a trend for ED users to 
be Black or Hispanic, unemployed, have lower education, and poorer health. 
There was no significant difference in the number of visits to the ED, primary 
care clinic, or hospitalizations in the past year between sites, though ED users 
generally made both more ED and primary care visits.  
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Table 1. Characteristics of the Study Sample by Care Site 
 
  PC users ED users   
Patient Characteristic (n (%)) (n=61) (n=59) p-valuea 
Gender   <0.01   Women 49 (80.3) 33 (56.9)   
Age, years   0.03   18–24 6 (10.0) 5 (9.3)   
  25–44 35 (58.3) 26 (48.1)   
  45–64 14 (23.3) 23 (42.6)   
  >65 5 (8.3) 0 (0.0)   
Race/Ethnicity   0.13 
  White, NH 19 (31.7) 9 (17.0)   
  Black, NH 27 (45.0) 32 (60.4)   
  Hispanic 8 (13.3) 10 (18.9)   
  Other, NH 6 (10.0) 2 (3.8)   
Education   0.08 
  < Some HS 5 (8.6) 8 (14.5)   
  Graduated HS 12 (20.7) 18 (32.7)   
  Some college 13 (22.4) 15 (27.3)   
  Graduated college 28 (48.3) 14 (25.5)   
Employment status   0.18   Unemployed 13 (22.4) 21 (38.2)   
  Part-time 8 (13.8) 7 (12.7)   
  Full-time 37 (63.8) 27 (49.1)   
Homeless   0.05 
  Yes 2 (3.3) 8 (14.0)   
Insurance status   <0.0001   Private insurance 39 (67.2) 16 (29.1)   
  Medicaidb 18 (31.0) 37 (67.3)   
  Medicare 1 (1.7) 0 (0.0)   
  Uninsured 0 (0.0) 2 (3.6)   
Marital status   0.05   Married 19 (32.8) 9 (15.8)   
Income, $   <0.01   <34,999 14 (25.9) 24 (42.1)   
  35,000–74,999 19 (35.2) 11 (19.3)   
  75,000–99,999 4 (7.4) 1 (1.8)   
  >100,000 10 (18.5) 4 (7.0)   
  Don't know 7 (13.0) 17 (29.8)   
Boldface indicates statistical significance (p<0.05)  aFisher's exact test comparing care sites 
  bIncludes Medicaid and dual Medicaid/Medicare 
ED, emergency department; HS, high school; NH, non-Hispanic; PC, primary 
care. 
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Table 1. Characteristics of the Study Sample by Care Site (continued) 
 
  PC users ED users   
Patient Characteristic (n (%)) (n=61) (n=59) p-valuea 
General health status   0.12 
  Excellent/Very good 40 (66.7) 29 (49.2)   
  Good 15 (25.0) 20 (33.9)   
  Fair/Poor 5 (8.3) 10 (16.9)   
Number of comorbiditiesb   0.23 
  0 24 (39.3) 20 (35.7)   
  1 18 (29.5) 12 (21.4)   
  2–3 16 (26.2) 15 (26.8)   
  >4 3 (4.9) 9 (16.1)   
Usual source of care   <0.0001   Doctor's office or clinic 49 (83.1) 22 (37.9)   
  ED 2 (3.4) 17 (29.3)   
  Urgent care center/Retail clinic 3 (5.1) 10 (17.2)   
  Some other kind of place 0 (0.0) 2 (3.4)   
  None 5 (8.5) 7 (12.1)   
Number of PCP visits, past year   0.31 
  0 9 (14.8) 5 (8.6)   
  1 18 (29.5) 12 (20.7)   
  2–3 24 (39.3) 25 (43.1)   
  >4 10 (16.4) 16 (27.6)   
Number of ED visit, past year   0.09   0 34 (55.7) 21 (36.8)   
  1 14 (23.0) 13 (22.8)   
  2–3 10 (16.4) 20 (35.1)   
  >4 3 (4.9) 3 (5.3)   
Hospitalized, past year   0.44 
  Yes 7 (11.5) 10 (17.2)   
Boldface indicates statistical significance (p<0.05)  aFisher's exact test comparing care sites 
  bComorbidities included: COPD, asthma, heart disease, kidney disease, 
liver disease, diabetes, arthritis, cancer, hypertension, chronic pain, 
substance use disorder, anxiety, depression, other mental health 
disorder 
ED, emergency department; PC, primary care; PCP, primary care 
physician. 
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Presenting Complaints 
Table 2 shows the self-reported presenting complaint categories by site. Patients 
in the primary care clinic were more likely than ED users to present with cold/flu 
symptoms (23.3% vs. 12.1%), skin problems (11.7% vs. 6.9%), and 
gastrointestinal complaints (10.0% vs. 5.2%), while ED users were more likely to 
have pain issues (27.6% vs. 20.0%), accidents/injuries (12.1% vs. 5.0%), and 
eye/ear problems (15.5% vs. 0.0%).  
 
Table 2. Top Presenting Complaints by Care Site 
Presenting Complaint (n (%)) 
PC Users  
(n=60) 
ED Users  
(n=58) 
Cold/Flu symptoms 14 (23.3) 7 (12.1) 
Pain, excluding back 9 (15.0) 12 (20.7) 
Skin problem (rash, infection) 7 (11.7) 4 (6.9) 
Accident/Injury 3 (5.0) 7 (12.1) 
Eye/Ear problem 0 (0.0) 9 (15.5) 
Gastrointestinal complaint 6 (10.0) 3 (5.2) 
Back pain/problem 3 (5.0) 4 (6.9) 
UTI/STD symptoms 5 (8.3) 0 (0.0) 
Non-specific complaint  1 (1.7) 3 (5.2) 
Elevated blood pressure 3 (5.0) 0 (0.0) 
ED, emergency department; PC, primary care; STD, sexually transmitted disease; UTI, 
urinary tract infection. 
 
 
Direct Factors 
Among the Direct Factors, perceptions of cost, care quality, usual source of care, 
and access to primary care differed significantly by site (Table 3). Compared to 
patients in the primary care clinic, ED users were significantly more likely to 
perceive the cost of an ED and primary care visit to be the same/free (69.1% vs. 
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37.1%; p<0.01) and believe the ED would provide higher quality care (24.6% vs. 
3.6%; p<0.001). ED users were less likely to consider their doctor’s office as their 
usual source of care (37.9% vs. 83.1%; p<0.0001) or that it is easy to make a 
PCP appointment on short notice (54.2% vs. 74.5%; p=0.04). There was no 
significant difference in perceived symptom urgency, symptom duration prior to 
presenting, convenience of site location, satisfaction with one’s PCP, perception 
that the alternate site could treat their condition, and referral to the site by a 
medical professional. Patients at both sites generally felt both locations were 
convenient, that PCP continuity is important, and were satisfied with their PCP. 
Over a third of patients at both sites received advice to go to their respective 
location by a medical professional.  
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Table 3. Direct Factors by Care Site 
  PC users ED users   
Direct Factor (n=61) (n=59) p-valuea 
1. Symptom urgency/severity         Urgency score (0–10), (mean (SD)) 6.55 (2.54) 6.79 (2.81) 0.62 
    Duration of symptoms, (n (%))   0.93       <24 hours 10 (16.7) 10 (17.5)   
      1–3 days 22 (36.7) 20 (35.1)   
      4–6 days 6 (10.0) 8 (14.0)   
      >1 week 22 (36.7) 19 (33.3)   
2. Convenience, (n (%))         PC location (very/somewhat convenient) 50 (86.2) 44 (81.5) 0.61 
    ED location (very/somewhat convenient) 48 (82.8) 44 (77.2) 0.49 
3. Perceived cost (out-of-pocket), (n (%))   <0.01     PC costlier 5 (8.6) 4 (7.3)   
    ED costlier 31 (53.4) 13 (23.6)   
    Both same/free 22 (37.9) 38 (69.1)   
4. Beliefs about alternatives, (n (%))         Importance of PCP continuity      
    (very/important) 36 (62.1) 39 (67.2) 0.70 
    Satisfaction with PCP (very/satisfied) 51 (89.5) 47 (81.0) 0.29 
    Usual source of care (doctor's office) 49 (83.1) 22 (37.9) <0.0001 
    Site of higher quality care   <0.001       Primary care clinic 29 (51.8) 14 (24.6)   
      ED 2 (3.6) 14 (24.6)   
      Both same 25 (44.6) 29 (50.9)   
    Able to treat condition at alternate site  
    (strongly/agree) 30 (58.8) 34 (72.3) 0.20 
5. Access/Availability, (n (%))         Ease of making PCP appt on short notice  
    (very/somewhat easy) 41 (74.5) 26 (54.2) 0.04 
6. Referral/Advice, (n (%))   0.57 
    Advised to site by medical professional 24 (41.4) 20 (35.1)   
Boldface indicates statistical significance (p<0.05) 
aFisher's exact test (categorical variables) or t-test (continuous variable) comparing 
user groups 
Appt, appointment; ED, emergency department; PC, primary care; PCP, primary care 
physician; SD, standard deviation. 
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Predictors of Non-Emergent ED Use 
In the unadjusted bivariate regression analyses (Table 4), patients whose usual 
source of care was not the doctor’s office (OR 6.94, 95% CI 2.70–19.55), 
believing the ED would provide higher or equal quality care (OR 4.76, 95% CI 
1.87–13.14), male gender (OR 3.77, 95% CI 1.49–10.15), and having public or 
no insurance (OR 4.11, 95% CI 1.73–10.21) were each associated with 
significantly higher odds of choosing the ED for non-emergent care. Reporting 
ease of scheduling PCP appointments on short notice was associated with 
significantly lower odds of making a non-emergent ED visit (OR 0.34, 95% CI 
0.13–0.84). In the multivariable logistic regression model after adjusting for each 
Direct Factor, gender, and insurance status (model c statistic = 0.88), having a 
usual source of care that was not the doctor’s office remained the strongest 
predictor of non-emergent ED use (aOR 4.25, 95% CI 1.28–15.20) and ease of 
scheduling PCP appointments on short notice was associated with significantly 
lower odds of ED use (aOR 0.19, 95% CI 0.04–0.67). Perceptions of care quality 
and insurance status were no longer significant in the adjusted model, though 
maintained similar trends as compared to the bivariate analyses.  
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Table 4. Predictors of Non-Emergent ED Use 
 
Direct Factor OR (95% CI) aORa (95% CI) 
1. Symptom urgency/severity        Urgency score (0–10) 1.14 (0.94–1.39) 1.07 (0.81–1.44) 
2. Convenience        ED location           Not so/not at all convenient ref ref 
      Very/somewhat convenient 1.03 (0.33–3.25) 1.03 (0.20–5.37) 
3. Perceived cost (out-of-pocket)        PC costlier ref ref 
    ED costlier  0.83 (0.14–6.82)  0.84 (0.09–11.12) 
    Both same/free  3.87 (0.66–31.56) 1.77 (0.17–23.30) 
4. Beliefs about alternatives        Usual source of care          Doctor's office ref ref 
      Not doctor's office 6.94 (2.70–19.55)  4.25 (1.28–15.20) 
    Site of higher quality care          Primary care clinic ref ref 
      ED/Both same 4.76 (1.87–13.14)  2.54 (0.77–8.72) 
5. Access/Availability        Ease of making PCP appt on short notice          Neutral/somewhat/very difficult ref ref 
      Very/somewhat easy 0.34 (0.13–0.84) 0.19 (0.04–0.67) 
6. Referral/Advice, (n (%))        Advised to site by medical professional          No ref ref 
      Yes 0.89 (0.37–2.12)  0.98 (0.28–3.32) 
Additional Characteristics: 
 
  
    Gender 
 
  
      Women ref ref 
      Men 3.77 (1.49–10.15) 3.66 (1.08–13.73) 
    Insurance status 
 
  
      Private insurance ref ref 
      Public insurance/Uninsuredb 4.11 (1.73–10.21) 3.67 (0.97–15.12) 
Boldface indicates statistical significance (p<0.05) 
aMultivariable logistic regression model included all variables listed in the table 
(outcome=ED use; n=48 PC, n=43 ED; model c-statistic=0.88). 
bIncludes Medicaid (n=48), Medicare (n=1), dual Medicaid/Medicare (n=7), and 
uninsured (n=2) 
aOR, adjusted odds ratio; appt, appointment; CI, confidence interval; ED, emergency 
department; OR, odds ratio; PC, primary care; PCP, primary care physician; ref, 
reference group. 
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Single Main Reason for Choosing Care Site 
The top single most important reasons for presenting to the chosen site of care 
are shown in Table 5 and included perceived symptom urgency, usual site of 
care, and same-day availability of a primary care appointment. Over a third of 
primary care patients chose the primary care clinic over the ED because they felt 
their symptoms were not urgent enough, and conversely almost a quarter of ED 
patients with non-emergent conditions believed their symptoms were too urgent 
for the primary care clinic; despite the reported importance of urgency in the 
decision-making process, there was no significant difference in mean self-
reported urgency scores between patients at each sites (Table 3). Over 20% of 
primary care patients and over 10% of ED patients presented to their respective 
location because it was their usual site of medical care. Unavailability of a same-
day primary care appointment was reported by 17.5% of ED patients. When 
stratified by insurance status and care site, symptom urgency remained the most 
commonly cited reason for choosing the primary care clinic among both privately 
and Medicaid-insured patients (34.2% and 44.4%, respectively) and for choosing 
the ED among Medicaid-insured patients (27.3%). For privately-insured patients 
in the ED, inability to make a PCP appointment was the most common reason, 
cited by 31.3% of patients compared to only 15.2% of Medicaid-insured ED 
patients.  
  
	   43 
Table 5. Single Most Important Reason for Choosing Care Site  
  PC users ED users 
Single Most Important Reasona (n= 59) (n=57) 
Problem urgency/severity 21 (35.6) 13 (22.8) 
Usual location for care 14 (23.7) 7 (12.3) 
PCP appt was/was not available today 6 (10.2) 10 (17.5) 
Shorter wait time 6 (10.2) 5 (8.8) 
Advised to come here by medical professional 2 (3.4) 7 (12.3) 
aOnly showing top 5 reasons; therefore, columns do not sum to 100% 
Appt, appointment; ED, emergency department; PC, primary care; PCP, primary care 
physician. 
 
 
Access to Primary Care 
Among ED users, 72.4% incorrectly believed their primary care clinic did not offer 
same-day appointments or were unsure. Prior to coming to the ED, 43.1% (n=25) 
attempted to make a PCP appointment either by calling or walking into the clinic. 
When stratified by insurance status, a similar percentage of privately-insured and 
Medicaid-insured ED patients lacked awareness of same-day primary care 
appointments (75.0% (12/16) vs. 70.3% (26/37), respectively; p=0.76) and a 
similar percentage attempted to make a PCP appointment the day of their ED 
visit (43.8% (7/16) vs. 37.8% (14/37), respectively; p=0.76). Among the 25 total 
ED patients who attempted to make a PCP appointment before coming to the 
ED, 19 provided a reason for the inability to schedule the appointment: 63.2% 
(n=12) reported lack of appointment availability, 31.6% (n=6) were directed to the 
ED by a doctor or nurse, and 5.3% (n=1) terminated the phone call early due to a 
long wait.  
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Resources Used in Choosing a Care Site 
Table 6 shows the various resources patients used in their decision to seek 
same-day care. Most commonly, both primary care and ED patients decided on 
their own to seek care without the assistance of others. The second most 
commonly used resource was advice from friends or family, followed by advice 
from a medical professional. Ten percent of primary care patients utilized the 
internet or mobile application for health information compared to only 3.4% of ED 
patients.  
 
Table 6. Resources Used in Decision to Seek Care 
 
Resources Useda (n (%)) 
PC Users 
(n=60) 
ED Users 
(n=58) 
Decided on my own to get care here today 27 (45.0) 35 (60.3) 
Advice from family or friends 19 (31.7) 14 (24.1) 
Advice from a medical professional 11 (18.3) 8 (13.8) 
Internet or phone app 6 (10.0) 2 (3.4) 
Other 3 (5.0) 6 (10.3) 
aMultiple selections were allowed; therefore, columns do not sum to 100% 
ED, emergency department; PC, primary care. 
 
7. DISCUSSION 
In this study of non-emergent ED and primary care patients seeking care during 
normal clinic hours at an urban, safety-net hospital, key differences in patient 
characteristics were found between sites along with significant predictors of non-
emergent ED use related to usual source of care and primary care access. 
These findings emerged despite all patients in the study having hospital-based 
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PCPs and similar opportunities to seek care at their primary care clinic, nearly 
co-located with the ED. In general, adult, Medicaid-insured, non-White males of 
lower socioeconomic status were more likely to visit the ED than the primary care 
clinic for a non-emergent condition, reflecting similar demographics of low-
income non-urgent ED users in a New York-based study (Weisz et al., 2015). 
Medicaid patients were also more likely than privately-insured patients to visit the 
ED in a nationally representative sample (Gindi et al., 2016), though the higher 
percentage of ED use among the Medicaid population was not necessarily due to 
more non-emergency or inappropriate visits. In 2008, it was estimated that non-
urgent ED visits by the nonelderly accounted for only 10% of ED visits by 
Medicaid patients compared to 7% of visits by the privately-insured nationally, 
thus the majority of total Medicaid visits were for semi-urgent or emergent issues 
(Sommers, Boukus, & Carrier, 2012). Among Medicaid patients with non-
emergent conditions, the present study showed that twice as many sought care 
in the ED versus the primary care clinic (n=37 vs. n=18), while less than half of 
privately-insured patients chose the ED (n=16 vs. n=39), suggesting unique 
differences in care-seeking preferences by insurance status.  
 
Although all patients were triaged as non-emergent by a trained triage nurse, the 
types of presenting complaints varied by site of care. Patients with issues that 
are commonly diagnosed without the need for imaging studies, such as cold/flu 
symptoms, rashes, and urinary symptoms, more commonly presented to the 
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primary care clinic, while patients with accidents/injuries and pain complaints, 
which may require x-ray imaging or CT scans, were more likely to go to the ED. 
A perceived ability to get testing done faster in the ED and the added 
convenience may account for these differences as has previously been reported 
(Durand et al., 2012). Eye and ear problems, which may lead to significant 
patient concerns when symptoms arise, were more commonly observed among 
ED patients and could reflect misguided perceptions of urgency.  
 
In addition to sociodemographic differences and variations in presenting 
complaints between non-emergent primary care and ED patients, differences 
were found in several Direct Factors and served as predictors of non-emergent 
ED use. Usual source of care varied considerably between patients at both sites 
and was the most significant predictor of non-emergent ED use. Almost 85% of 
patients presenting to the primary care clinic for a non-emergent issue 
considered their doctor’s office as their usual source of care, more than twice the 
percentage of ED patients despite having self-identified a hospital-based PCP 
and despite over 90% of ED patients reporting at least one PCP visit in the past 
year. Non-emergent patients with a usual source of care that is not the doctor’s 
office had over four times the odds of visiting the ED. Northington et al. (2005) 
similarly found that 27% of the 279 non-emergent ED users identified the ED as 
their usual source of care, and nearly half of all ED patients in our study reported 
a usual source of care that was either the ED, urgent care center, or retail clinic. 
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A national sample conducted between 1996 and 2012 showed ongoing changes 
in the usual source of care type with an increasing number of Americans 
reporting a facility, rather than individual physician, as their usual care source 
(Jetty, Green, Bazemore, & Petterson, 2015). Based on our findings, this may 
lead to a future rise in non-emergent ED use among patients who consider a non 
primary care facility as their usual source of care, highlighting the importance of 
the type, not just presence, of a usual care source in affecting cost and quality of 
care. Additionally, having an established PCP does not mean a patient identifies 
that provider as their usual source of care as was evident in our ED sample, 
suggesting the need to promote the primary care office as a medical home where 
patients can reliably receive easily accessible and high-quality care.  
 
In terms of cost, ED patients were more likely to believe their visit would cost the 
same as a primary care visit or be free; the latter likely reflecting lack of copays 
for Medicaid patients. Conversely, the majority of primary care patients believed 
they would pay less for a primary care visit compared to an ED visit, which may 
also represent the presence of higher ED copays for privately-insured patients 
who more commonly presented to the ED. Insurance companies and state 
Medicaid programs have tried to deter unnecessary ED use through higher 
copays and cost-sharing, though a study of copayment increases among 
Medicaid patients failed to show a significant decline in ED use (Mortensen, 
2010). In line with these findings, our study showed cost was not a significant 
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predictor of non-emergent ED use suggesting that other factors may have a 
larger impact on care-seeking among the study population.  
 
Perceptions of care quality also differed by site. The ED was thought to provide 
higher quality care almost exclusively by ED patients, whereas a majority of 
primary care patients believed the primary care clinic would provider superior 
care. These findings are consistent with the qualitative study by Kangovi et al. 
(2013) in which urban, low-income patients reported a preference for hospital 
care over ambulatory care due to the expectation of receiving higher quality care. 
Northington et al. (2005) similarly found that 76% of non-emergent ED users 
chose the ED because they believed they would receive better care. Although 
beliefs about care quality differed between sites, it was not a significant predictor 
of non-emergent ED use in the adjusted model possibly due to sample size 
restrictions and reduced statistical power with the included covariates.  
 
As hypothesized, the inability to access timely primary care was a significant 
predictor of non-emergent ED use. Patients reporting ease in scheduling PCP 
appointments on short notice had significantly lower odds of visiting the ED, even 
though the study was restricted to weekdays during hours the primary care clinic 
was open. If patients were included outside of these normal hours, on nights or 
weekends, it is expected that access-related barriers would have had an even 
greater influence on non-emergent ED use. Less difficulty contacting one’s PCP 
	   49 
after hours has previously shown to be associated with fewer ED visits and 
unmet medical needs (O'Malley, 2013). This same study also showed that 
Medicaid and uninsured patients were significantly more likely to report difficulty 
contacting their PCP (O'Malley, 2013), and Medicaid patients have previously 
reported poor access as the major determinant in seeking ED care (Wang et al., 
2015). Access remained a significant predictor in our study after controlling for 
insurance type suggesting this is not a unique barrier to the Medicaid subgroup. 
One possible contributor to the observed access barrier is the lack of awareness 
of same-day primary care appointments reported by ED users. Nearly three-
quarters of patients using the ED for non-emergent care were unaware their 
primary care clinic offered same-day appointments, and thus likely affected their 
decision to seek an alternative care site. Advertising same-day appointments 
could help raise awareness of primary care availability and reduce non-emergent 
ED visits, though without an adequate physician supply and appointment 
openings, patients will continue to need to find alternative care options.  
 
Perceived urgency score, convenience, and referral by a healthcare provider 
were not significant predictors of non-emergent ED use. Urgency, however, was 
the single most important reason for choosing the respective care site by the 
majority of patients surveyed, raising questions about the validity of the urgency 
scale given the discrepancy between the ranked score and the contribution of 
urgency in deciding to seek emergency care. Primary care and ED patients 
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ranked their symptom urgency similarly, though primary care patients were less 
likely to believe their level of urgency required ED care. Symptom urgency was 
also the most common reason for choosing the ED in a study of over 1,000 
patients seeking ED care for both emergencies and non-emergencies 
(Lobachova et al., 2014), and by nearly three-quarters of patients in a study of 
non-emergent ED users (Northington et al., 2005). Addressing the discrepancy 
between perceived urgency by the patient and actual illness severity evaluated 
by a healthcare provider could prove beneficial in reducing unnecessary use of 
emergency care. Nearly 85% of ED patients decided to seek care in the ED 
either on their own or at the advice of family or friends. Intervening early when 
patients are deciding where to seek care by providing easy access to resources 
to help them triage their complaint, such as a nurse telephone advice line or 
accurate online triage tools, could lead to a more accurate perception of urgency 
and promote site appropriate care. 
 
This study has several notable limitations. First, the generalizability of the results 
is limited to a similar urban, English-speaking, safety-net hospital population. 
Given the high frequency of ED use among low-income, underserved 
populations, our results may help address health disparities among similar 
vulnerable populations. Second, data collection took place over a four-month 
period and was not long enough to assess seasonal trends in ED utilization. 
Future studies of longer duration could help assess whether temporal factors and 
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seasonality influence care-site predictors. Third, the relatively small sample size 
limited the statistical power and may have accounted for some of the null results 
observed and wide confidence intervals computed in the regression analyses. 
Despite this limitation, significant predictors of non-emergent ED use and trends 
were found. Fourth, the large number of patients who declined the ED survey 
may have introduced selection bias, though we cannot conclude the nature of 
these participants because we were unable to collect their data. It is possible that 
ED patients in discomfort or who perceived high symptom urgency did not want 
to take time to complete the survey, which would have biased the results toward 
the null. Lastly, because of the cross-sectional study design, our results reflect 
associations only, and we cannot infer causation between care site factors and 
non-emergent ED use.  
 
This study has revealed several important predictors of non-emergent ED use 
and raises new questions that future research should address. The importance of 
the doctor’s office as a usual source of care and its association with reduced 
non-emergent ED use highlights the need to further understand why patients 
choose different sources of routine care. As telemedicine, retail clinics, and 
urgent care centers proliferate as alternative sites for on-demand, easily 
accessible same-day care, a shift in one’s usual source of care away from the 
doctor’s office and primary care clinic is plausible and likely. A qualitative study 
involving a similar lower-income, Medicaid-predominant patient population could 
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help elucidate how these individuals identify a usual source of care, key 
attributes of an ideal source of care, and explore what ED characteristics make it 
a more desirable option with higher perceived quality compared to one’s 
established primary care clinic. Additionally, qualitative work could investigate 
whether the quality of primary care front desk staff and their impact on patient 
satisfaction influences a patient’s likelihood of returning for non-emergent care.  
 
8. CONCLUSION  
Non-emergent ED use is a pervasive health services issue in a healthcare 
climate focused on reducing cost, improving quality, and increasing primary care 
access. Vulnerable patient populations of lower socioeconomic status are at 
increased risk of seeking unnecessary, high-cost ED care for non-emergent 
conditions, which has the potential to degrade the primary care relationship and 
worsen health disparities. In this study of patients seeking non-emergent care at 
an urban, safety-net hospital during normal clinic hours, having a usual source of 
care outside of the primary care clinic and difficulty scheduling same-day primary 
care appointments were the strongest predictors of non-emergent ED use. 
Patients choosing care in the ED and primary care clinic also differed in their 
perceptions of care quality and cost between sites. Interventions that promote the 
primary care clinic as a routine and easily accessible source of high-quality care 
may help reduce unnecessary ED use in similar populations. 
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9. APPENDIX 
I. Primary Care Survey 
SECTION 1. REASON FOR VISIT 
 
1. What problem brought you here today? (Write a word or short phrase) 
 
 
SECTION 2. HEALTH HISTORY 
 
2. How do you rate your health in general? 
 Excellent 
 Very good 
 Good 
 Fair 
 Poor 
 
3. As far as you know, do you have any of the following health conditions at the 
present time? (Select ALL that apply) 
 Emphysema or chronic bronchitis (“COPD”) 
 Asthma 
 Heart problems  
 Kidney disease  
 Severe kidney disease requiring dialysis 
 Liver problems (such as cirrhosis) 
 Digestive problems (such as ulcers, colitis, or gallbladder disease) 
 Diabetes 
 Arthritis 
 Cancer (currently receiving treatment or diagnosed in the past 3 
years) 
 High blood pressure 
 Chronic pain 
 Alcohol or drug problem  
 Anxiety  
 Depression 
 Other mental health condition 
 
 None of the above 
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SECTION 3. PRIOR HEALTHCARE EXPERIENCES 
 
4. In the past 12 months, not including today, how many visits have you had to 
your BMC primary care clinic to see a doctor or nurse practitioner for any 
reason?  
 None 
 1 visit 
 2–3 visits 
 4 or more visits 
 
5. In the past 12 months, how many visits have you had as a patient to any 
emergency department (including the “Urgent Care” section of the emergency 
department)?  
 None 
 1 visit 
 2–3 visits 
 4 or more visits 
 
6. In the past 12 months, were you ever hospitalized for at least one night?  
 Yes, less than 1 month ago 
 Yes, 1–6 months ago 
 Yes, 7–12 months ago  
 No 
 
 
SECTION 4. URGENCY 
 
7. On a scale from 0 to 10, how urgent is your medical problem today?  
(0 = “not at all urgent,” and 10 = “extremely urgent”) 
  
 Please circle a number: 
 
 0  1  2  3  4  5  6  7  8  9  10 
     Not at all                Extremely  
       urgent                     urgent 
     
 
8. How long have you had your current medical problem before coming here 
today? 
 Less than 24 hours 
 1–3 days 
 4–6 days 
 1 week or more 
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9. Which of these helped you decide to get medical care today?  
     (Select ALL that apply) 
 Internet or mobile phone app (such as Google, WebMD, iTriage, 
etc.) 
 Advice from friends or family 
 Advice from a medical professional (including by telephone) 
 Other; please specify:  
 None of the above; I decided on my own to get care today 
 
 
SECTION 5. COST 
 
10. Based on your current medical problem, where would you expect to pay more 
for a medical visit today? (Consider the total amount you will have to pay) 
     (Select your ONE best guess) 
 BMC primary care clinic  
 BMC emergency department (including urgent care section) 
 Both of these places would cost the same, but are not free 
 Both of these places are free for me 
 
 
SECTION 6. CONVENIENCE 
 
11. How did you get to BMC today? 
     (If you used more than one, select only the final method you used to get 
here) 
 Car (includes rides from family/taxi/car service/drove self) 
 Public transportation (bus/train/subway) 
 Walked 
 Bicycle 
 
12. How did you make your appointment in the primary care clinic today? 
 By phone (skip to question 14) 
 Walked into the clinic and asked to be seen today  
 Scheduled it online  
 
13.  If you did not make today’s appointment by phone, did you try to call the 
primary care clinic to schedule it by phone first? 
 Yes; but no one answered my call 
 Yes; but I waited too long on the phone, so hung up 
 Yes; other reason I could not schedule by phone was: 
 No; I never tried to make today’s appointment by phone  
 Does not apply (I made today’s appointment by phone) 
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14. How easy or difficult is it to get appointments in your BMC primary care clinic 
with any doctor or nurse practitioner on short notice, for example, within one 
or two days? 
 Very easy 
 Somewhat easy 
 Neither easy nor difficult 
 Somewhat difficult 
 Very difficult 
 
15. How convenient is the location of your BMC primary care clinic from your 
home?  
 Very convenient 
 Somewhat convenient 
 Not so convenient 
 Not at all convenient 
 
16. How convenient is the location of the BMC emergency department from your 
home?  
 Very convenient 
 Somewhat convenient 
 Not so convenient 
 Not at all convenient 
 I don’t know where the BMC emergency department is located  
 
 
SECTION 7. OTHER HEALTHCARE LOCATIONS 
 
17. Where is the place that you usually go if you are sick or need advice about 
your health? (Select only ONE) 
 Doctor’s office or clinic 
 Hospital emergency department 
 Urgent care center 
 Retail clinic (such as a CVS “Minute Clinic” or other store-based 
clinic) 
 Some other kind of place; please specify: 
 I do not have a place that I usually go 
 
18. Were you told by a medical professional (such as a doctor, nurse practitioner, 
or nurse) to come to the BMC primary care clinic today? 
 Yes 
 No 
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19. Thinking about your BMC primary care clinic, how important is it for you to 
see the same doctor or nurse practitioner at every office visit rather than 
some other medical provider? 
 Very important 
 Important 
 Moderately important 
 Low importance 
 Not at all important  
 
20. Overall, how satisfied are you with the quality of care received from your 
usual BMC primary care doctor or nurse practitioner (the medical provider you 
see the most)? 
 Very satisfied 
 Satisfied 
 Somewhat satisfied 
 Not too satisfied 
 Not at all satisfied 
 
21.  Based on your current medical problem, where would you expect to receive 
better medical care today? (Select only ONE) 
 BMC primary care clinic  
 BMC emergency department (including urgent care section) 
 Both of these places would provide the same quality medical care 
 
22. How much do you agree or disagree with the following statement: “My current 
medical problem could also be treated in the BMC emergency department.” 
 Strongly agree 
 Agree 
 Neither agree nor disagree 
 Disagree 
 Strongly disagree 
 Don’t know 
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SECTION 8. MAIN REASON FOR CHOOSING THIS LOCATION 
 
23. What was the most important reason you came to the BMC primary care 
clinic instead of the emergency department today?  
 
 Select only ONE box: 
 
 My problem is not urgent or severe enough to need the emergency 
room 
 
 The location was more convenient 
 
 The hours were more convenient 
 
 I could get all of my lab tests and imaging done faster here 
 
 I expected a shorter wait time (time spent in the waiting room) 
 
 My visit is less expensive here 
 
 I receive better care here 
 
 I have more trust in the medical providers here 
 
 This is the only place that can treat/manage my problem 
 
 This is where I usually go for medical care 
 
 I could be seen here today  
 
 I was told to come here by a recorded phone message 
 
 I was told to come here by a medical professional (such as 
doctor/nurse) 
 
 Other reason; please explain: 
 
 
SECTION 9. BACKGROUND INFORMATION 
 
24. How do you describe yourself? 
 Male 
 Female 
 Other; please specify: 
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25. What is your age?  
 18–24 years 
 25–44 years  
 45–64 years  
 65 years or older 
 
26. Are you of Spanish/Hispanic/Latino origin? 
 Yes 
 No 
 
27. What is your race? (Select ALL that apply) 
 White  
 Black or African American 
 Asian 
 Native Hawaiian or other Pacific Islander 
 American Indian or Alaskan Native 
 Other, please specify: 
 
28. What is the highest level of education you completed?  
 Did not complete high school 
 Graduated high school/GED 
 Some college, no degree 
 Associate or Bachelor’s degree 
 Graduate or other professional degree 
 
29. Are you currently employed? 
 Full-time 
 Part-time 
 No 
 
30. Are you currently homeless? 
 Yes 
 No 
 
31. What type of insurance do you have? (Select ALL that apply) 
 No insurance (or insurance pending) 
 Private insurance  
 Medicaid (“MassHealth”) 
 Medicare 
 Don’t know 
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32. What is your current marital status?  
 Never married 
 Married 
 Divorced/Separated 
 Widowed 
 
33. What is your total yearly household income before taxes?  
 $0–$34,999 
 $35,000–$74,999 
 $75,000–$99,999 
 >$100,000 
 Don’t know 
 
 
II. Emergency Department Survey 
SECTION 1. REASON FOR VISIT 
 
1. What problem brought you here today? (Write a word or short phrase) 
 
 
SECTION 2. HEALTH HISTORY 
 
2. How do you rate your health in general? 
 Excellent 
 Very good 
 Good 
 Fair 
 Poor 
 
3. As far as you know, do you have any of the following health conditions at the 
present time? (Select ALL that apply) 
 Emphysema or chronic bronchitis (“COPD”) 
 Asthma 
 Heart problems  
 Kidney disease  
 Severe kidney disease requiring dialysis 
 Liver problems (such as cirrhosis) 
 Digestive problems (such as ulcers, colitis, or gallbladder disease) 
 Diabetes 
 Arthritis 
 Cancer (currently receiving treatment or diagnosed in the past 3 
years) 
 High blood pressure 
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 Chronic pain 
 Alcohol or drug problem  
 Anxiety 
 Depression 
 Other mental health condition 
 
 None of the above 
 
 
SECTION 3. PRIOR HEALTHCARE EXPERIENCES 
 
4. In the past 12 months, how many visits have you had to your BMC primary 
care clinic to see a doctor or nurse practitioner for any reason?  
 None 
 1 visit 
 2–3 visits 
 4 or more visits 
 
5. In the past 12 months, not including today, how many visits have you had as 
a patient to any emergency department (including the “Urgent Care” section 
of the emergency department)?  
 None 
 1 visit 
 2–3 visits 
 4 or more visits 
 
6. In the past 12 months, were you ever hospitalized for at least one night?  
 Yes, less than 1 month ago 
 Yes, 1–6 months ago 
 Yes, 7–12 months ago  
 No 
 
 
SECTION 4. URGENCY 
 
7. On a scale from 0 to 10, how urgent is your medical problem today?  
(0 = “not at all urgent,” and 10 = “extremely urgent”) 
  
 Please circle a number: 
 
 0  1  2  3  4  5  6  7  8  9  10 
     Not at all                Extremely  
       urgent                     urgent  
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8. How long have you had your current medical problem before coming here 
today? 
 Less than 24 hours 
 1–3 days 
 4–6 days 
 1 week or more 
 
9. Which of these helped you decide to get medical care today?  
     (Select ALL that apply) 
 Internet or mobile phone app (such as Google, WebMD, iTriage, 
etc.) 
 Advice from friends or family 
 Advice from a medical professional (including by telephone) 
 Other; please specify: 
 None of the above; I decided on my own to get care today 
 
 
SECTION 5. COST 
 
10. Based on your current medical problem, where would you expect to pay more 
for a medical visit today? (Consider the total amount you will have to pay) 
     (Select your ONE best guess) 
 BMC primary care clinic  
 BMC emergency department (including urgent care section) 
 Both of these places would cost the same, but are not free 
 Both of these places are free for me 
 
 
SECTION 6. CONVENIENCE 
 
11. How did you get to BMC today? 
     (If you used more than one, select only the final method you used to get 
here) 
 Car (includes rides from family/taxi/car service/drove self) 
 Public transportation (bus/train/subway) 
 Walked 
 Bicycle 
 Ambulance  
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12. Where in BMC is your usual primary care doctor or nurse practitioner 
located?  
 Adult Internal Medicine (Shapiro Building, 5th or 6th floor) 
 Family Medicine (Yawkey Building, 5th floor) 
 Women’s Health (Shapiro Building, 5th floor) 
 Other: 
 Don’t know 
 
13. Does your BMC primary care clinic offer same-day appointments or “walk-in” 
visits to see a doctor or nurse practitioner for urgent issues?  
 Yes 
 No 
 Don’t know 
 
14. How easy or difficult is it to get appointments in your BMC primary care clinic 
with any doctor or nurse practitioner on short notice, for example, within one 
or two days? 
 Very easy 
 Somewhat easy 
 Neither easy nor difficult 
 Somewhat difficult 
 Very difficult 
 Don’t know; I have never tried 
 
15. How convenient is the location of your BMC primary care clinic from your 
home?  
 Very convenient 
 Somewhat convenient 
 Not so convenient 
 Not at all convenient 
 I don’t remember where my BMC primary care clinic is located 
 
16. How convenient is the location of the BMC emergency department from your 
home?  
 Very convenient 
 Somewhat convenient 
 Not so convenient 
 Not at all convenient 
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SECTION 7. OTHER HEALTHCARE LOCATIONS 
 
17. Where is the place that you usually go if you are sick or need advice about 
your health? (Select only ONE) 
 Doctor’s office or clinic 
 Hospital emergency department 
 Urgent care center 
 Retail clinic (such as a CVS “Minute Clinic” or other store-based 
clinic) 
 Some other kind of place; please specify: 
 I do not have a place that I usually go 
 
18. Were you told by a medical professional (such as a doctor, nurse practitioner, 
or nurse) to come to the BMC emergency department today? 
 Yes 
 No 
 
19. Thinking about your BMC primary care clinic, how important is it for you to 
see the same doctor or nurse practitioner at every office visit rather than 
some other medical provider? 
 Very important 
 Important 
 Moderately important 
 Low importance 
 Not at all important  
 
20. Overall, how satisfied are you with the quality of care received from your 
usual BMC primary care doctor or nurse practitioner (the medical provider you 
see the most)? 
 Very satisfied 
 Satisfied 
 Somewhat satisfied 
 Not too satisfied 
 Not at all satisfied 
 
21. Based on your current medical problem, where would you expect to receive 
better medical care today? (Select only ONE) 
 BMC primary care clinic  
 BMC emergency department (including urgent care section) 
 Both of these places would provide the same quality medical care 
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22. How much do you agree or disagree with the following statement: “My current 
medical problem could also be treated in my BMC primary care clinic.” 
 Strongly agree 
 Agree 
 Neither agree nor disagree 
 Disagree 
 Strongly disagree 
 Don’t know 
 
 
SECTION 8. ACCESS 
 
23. Did you try to make an appointment in your BMC primary care clinic before 
coming here today?  
 Yes (continue to questions in the box) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
          
        (continue to next page) 
 
 No (continue to next page)     
 
 
 
  
23a. How did you try to make the appointment?  
(Select ALL that apply) 
 Called the primary care clinic 
 Walked into the primary care clinic and asked 
 Tried to schedule it online   
 
23b. Why were you not able to make the appointment?  
 There were no appointments available today 
 I was waiting too long on the phone, so hung up 
 Doctor or nurse told me to go to the emergency room 
 A recording told me to go to the emergency room 
 I was offered an appointment today, but couldn’t wait 
 Other reason; please specify:  
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SECTION 9. MAIN REASON FOR CHOOSING THIS LOCATION 
 
24. What was the most important reason you came to the BMC emergency 
department instead of your primary care clinic today?  
 
 Select only ONE box: 
 
 My problem is too urgent or severe for the primary care clinic 
 
 The location was more convenient 
 
 The hours were more convenient 
 
 I could get all of my lab tests and imaging done faster here 
 
 I expected a shorter wait time (time spent in the waiting room) 
 
 My visit is less expensive here 
 
 I receive better care here 
 
 I have more trust in the medical providers here 
 
 This is the only place that can treat/manage my problem 
 
 This is where I usually go for medical care 
 
 I could not get an appointment in my primary care clinic today  
 
 I was told to come here by a recorded phone message  
 
 I was told to come here by a medical professional (such as 
doctor/nurse) 
 
 Other reason; please explain:   
 
 
SECTION 10. BACKGROUND INFORMATION 
 
25. How do you describe yourself? 
 Male 
 Female 
 Other; please specify:  
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26. What is your age?  
 18–24 years 
 25–44 years  
 45–64 years  
 65 years or older 
 
27. Are you of Spanish/Hispanic/Latino origin? 
 Yes 
 No 
 
28. What is your race? (Select ALL that apply) 
 White  
 Black or African American 
 Asian 
 Native Hawaiian or other Pacific Islander 
 American Indian or Alaskan Native 
 Other, please specify: 
 
29. What is the highest level of education you completed?  
 Did not complete high school 
 Graduated high school/GED 
 Some college, no degree 
 Associate or Bachelor’s degree 
 Graduate or other professional degree 
 
30. Are you currently employed? 
 Full-time 
 Part-time 
 No 
 
31. Are you currently homeless? 
 Yes 
 No 
 
32. What type of insurance do you have? (Select ALL that apply) 
 No insurance (or insurance pending) 
 Private insurance  
 Medicaid (“MassHealth”) 
 Medicare 
 Don’t know 
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33. What is your current marital status?  
 Never married 
 Married 
 Divorced/Separated 
 Widowed 
 
34. What is your total yearly household income before taxes?  
 $0–$34,999 
 $35,000–$74,999 
 $75,000–$99,999 
 >$100,000 
 Don’t know 
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